effusion into the pericardial sac around the great vessels; a sign for which we are indebted to the late Dr. Sansom.
The diagnosis of the presence of suppurative pericarditis in a case of pneumonia-especially in pneumonia of the left lung, which may make it impossible to define accurately the cardiac dullness-may be extremely difficult. It has seemed to me that an indication which is always to be looked for is enfeeblement and great frequency of the pulse. Yet even this is fallacious, for I have seen adult patients recover from pneumonia, in which the pulse-rate reached 140.
Dr. WILLIAM EWART regretted that he could not on all points agree with Dr. West. The address itself was a powerful argument in favour of the necessity for diagnosis, for accuracy in diagnosis, and for success in diagnosis; yet the opener did not appear to be a strong believer in their attainment. This might be a sufficient excuse for the criticism of one who stood as a champion for the capabilities of the methods of diagnosis which we possess, and for the hopefulness which lies in their due performance. For the sake of clearness, as there seemed to have been some confusion in reports and quotations from his writings on the subject, he had brought two diagrams-(exhibited), so that Fellows might have the information first-hand. In pericardial effusion there were two distinctive percussion signs-one anterior, the other posterior-and, in addition, there were numerous confilfmatory signs. These were of value, as it was not possible to foretell that the pericardium in which an effusion took place might not have been of abnormal construction or influenced by unsuspected complications within the chest. This uncertainty might explain the failures in diagnosis to which every physician had to own. If, for instance, there should have been an obliteration of part of the pericardialPsac, it was idle to expect that the case could give the normal typical physical signs of fluid effusion. In reality no sign can be said to be infal7ible, not even those to be described as "distinctive." It was well there were both a posterior and an anterior sign, because one of them could be used with advantage to check the other. He might be allowed to put in incidentally two disclaimers. One was with regard to Dr. Rotch's sign. Soon before he himself had contributed his observations on pericardial diagnosis, Dr. Rotch had described the valuable sign in question known as " Rotch's sign." To refer to it as " Rotch's angle " was, he ventured to think, to invite further confusion, and therefore undesirable for reasons which he would explain. The sign described by Rotch was the occurrence of dullness at the, right fifth intercartilaginous space. In pericardial effusion, or after artificial injections, this space became dull to percussion. This was an excellent example of a sign which was not distinctive, but only confirmatory; for he had pointed out that this space also became dull in cases of considerable dilatation of the right heart, and that therefore the dullness in question was not in itself able to decide as between a large right auricle and effusion of fluid. A distinctive sign was needed, and the sign he had described as the " basic angle" sign was of that kind. If one percussed carefully for the right border of the heart, the outline of cardiac dullness could be traced as a curve working down towards the infrasternal notch. The finding of that curve was the distinctive sign for dilatation. If, on the contrary, the dullness of the fifth space was due to effusion, then its right border would not be curved, but would be found to run obliquely downwards and outwards (instead of inwards), until it was intercepted by the dullness of the liver, in consequence of the shape of the attachment of the pericardium to the central tendon of the diaphragm. The angle thus formed was absolutely distinctive of pericardial as opposed to cardiac enlargement. The basic-angle test was therefore an indispensable adjunct to Rotch's sign. A basic angle could also be made out on the left side for similar reasons. But the apex of the heart being itself angular, the " basic-angle test " was not so striking as it was on the right side. He fully' agreed with Dr. West's remarks on the subject of posture as influencing the physical signs. As regards Sibson's diagrams it should be borne in mind that they were the result of percussion for very large effusions or artificial injections rather than for the finer points in the diagnosis of small or moderate effusions; and the question of posture also came in. At our present stage of knowledge, aided by radiography and other tests, we should not rest satisfied with any percussion that was not as accurate as the skiagram itself. In his early days before the discovery of the X-rays he had succeeded by careful percussion in outlining the heart so accurately that the tracings strictly coincided with the outline revealed by the X-rays subsequently.
Posteriorly there existed an equally, if not more, distinctive sign-"the lower dorsal dull patch." But he would first enter another disclaimer in connexion with another sign described by the opener as " Bamberger's sign " in the interscapular space. This might be a very good sign, but he had no knowledge of it, and had not described it.' I Subsequent to the debate Dr. Ewart realized that the opener's reference was to the wellknown infrascapular patch of tubular breathinzg and angophony, depicted and described as the tenth sign in Dr. Ewart's paper on " Practical Aids in the Diagnosis of Pericardial Effusion," Brit. Med. Journ., 1906 i, p. 720. The lower dorsal dull patch was remnarkable for the constancy of its size and of its shape, which he had been at first puzzled to explain. As a fact this sign, as well as the anterior one, was due to the operation of simple laws of physics. Just as a bag full of water could not be held up without causing its lower corners to fill; it was also impossible to place a bag full of fluid upon a sounding board without interfering with the vibrations of that sounding board. In the present case the sounding board was the liver and the bag of fluid the pericardial effusion. There was a damping of the corresponding part of the liver, over a definite anatomical section of its surface-namely, that under the floor of the pericardium. The lower dorsal dull patch was not on a level with the heart and pericardiuin, but beneath them, and was merely that part of the liver which supported the weight of the effusion. The test was anatomical and therefore easy to localize, and the dullness, though it was not an absolute dullness, was easily elicited by the pleximeter or by the finger. It should be stated that he had not found the sign quite so easy to estimate in small children, because in their small chest an ultra-careful percusser might obtain the dullness of the lower dull patch even though there might be no fluid, simply on the strength of the dulling effect exerted by the heart itself upon the vibrations of the underlying liver. As to the other signs, they were all simply accessory; but we could not afford to decline their help as there was so much difficulty attaching to diagnosis, and, in particular, to the diagnosis between effusion and cardiac dilatation. In reality both were often present together. The work of Lees and Poynton, following that of Sturges, had made us aware that rheumatic pericarditis was often a pan-carditis. It was therefore most important that signs indicative of fluid should not lead us to conclude that the entire dullness was due to fluid; and that we should not forget the heart itself. Even when there was evidence of fluid, something further was still required-namely, to ascertain how much of heart dilatation there was, and how much of fluid. That was really an examination within an examination. He would therefore urge that there was an additional duty incumbent upon us, that of working up a diagnosis for both effusion and dilatation, which should be not only qualitative, but also, if possible, quantitative. As a fact an examination of the size of the heart through fluid is possible, even sometimes without the X-rays, by simple percussion or by auscultatory percussion aided by posture. A very interesting question raised by the opener was why an empyema should sometimes pulsate and a pericardial effusion not. The following suggested explanation might be capable of MH-lOb demonstration. The total space occupied by the heart, and the total blood content of its cavities remained constant during all its phases. Its movements did not therefore entail any variation in size and they might not agitate the fluid. It would be quite otherwise if an empyema were in partial external contact with the cardiac surface along which the waves of contraction were propagated. Each passing wave might then set up a pulsation in the empyema.
(The discussion was adjourned until March 3.)
